quality of life. A strong interplay between the psychological and sociocultural elements was observed in the rehabilitation of these patients, and multiple factors contribute to their subsequent disability experiences.
There is a paucity of studies that specifically consider the rehabilitation of patients with head and neck cancers. There is also little evidence of attention ever having been placed on addressing the various neuromusculoskeletal complications for patients postradiotherapy. To date, the number of NPC patients having postirradiation musculoskeletal complications and also being referred for physiotherapy in Hong Kong remains a minority. Traditional medical services and rehabilitation in Hong Kong are delivered under the biomedical paradigm with an unstructured physiotherapy service provision for patients with NPC. The average number of treatment sessions in a treatment course varies. The treatments are broadly based on the symptoms a patient presents and on the patient's response to the treatment. The delivery of physiotherapy intervention is normally a combination of treatment including electrophysical agents for pain relief and exercise therapy. Cancer patients receiving an outpatient physiotherapy service are treated no differently from other musculoskeletal patients attending for physiotherapy treatment and are given approximately 10 to 15 minutes of clinician-patient contact time. The busy working environment provides an N asopharyngeal carcinoma (NPC) is a commonly occurring cancer in southern China, and it has a tendency to affect a relatively young population more than most other cancers. In Hong Kong, NPC is the top of the 5 most common cancers in young males aged between 15 and 44 years. 1 Unlike many other cancer sufferers, these survivors are economically active and frequently the "breadwinner" of the family. The disease carries a relatively favorable prognosis with a significant proportion of long-term survivors; therefore, long-term side effects of treatment become a particularly important concern. Studies have shown that patients suffering from NPC subjectively experience a lower health-related quality of life. [2] [3] [4] Not only the physical but also the social, the psychological, and the spiritual components are affected. These components have an impact on the patients' wellbeing and subsequently their ultimate health-related
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In clinical practice, the treatment is often based on quantitative assessment, which is felt insufficient to understand the health problems, in particular, the complex phenomena such as illness experience, disability, and quality of life. [5] [6] [7] In addition, it is noteworthy that health care professionals and patients with head and neck cancer have different perspectives on treatment priorities and that clinicians often underestimate patients' preferences for care in the treatment delivery. [8] [9] [10] In recent decades, it has been recognized that the key to an effective treatment program should focus on the patient and put his or her needs and expectations at the center of clinical practice. Study findings show that integration of patients' perspectives in clinical management is important, 11 and a "patient-centered" approach to health care has been highly advocated 12, 13 and increasingly applied to cancer rehabilitation in view of the multidimensional issues that a patient may encounter. The call for holistic rehabilitation that is patient-focused and based on patient involvement addressing the various biological, psychological, and social domains is prevalent and is in contrast to the predominant biomedical model currently operating in Hong Kong. As yet, the quality of the therapeutic environment and the physiotherapy treatment content has been seldom emphasized.
The central aim of this study was to explore the health care experiences of NPC survivors during their rehabilitation journey to identify factors conducive to a therapeutic context and how best to work with the patients in their rehabilitation. Such an objective requires the adoption of a qualitative approach to reveal patient perspectives. In addition, qualitative methods are congruent with the concept of patient centeredness as they enable researchers to identify ways in which therapy interventions and modes of service delivery may be better crafted to meet the needs and priorities of patients. The use of a qualitative study in formulating the key components of a multimodal treatment package is underresearched. The current study formed the qualitative base of a mixed-methods study in assessing the efficacy of a multimodal physiotherapy intervention for patients with NPC. The qualitative findings would then be used to steer the treatment components and shape the therapeutic context of the subsequent quantitative randomized controlled study to foster a patient-oriented, evidencebased clinical practice.
Methods
Prior to the study, ethical approval was granted by the appropriate clinical research ethics committees of the relevant institutions. Both oral and written consent were sought from the participants. The study was conducted in a regional teaching hospital in Hong Kong. Purposeful sampling was adopted by inviting all patients who had musculoskeletal complications identified by the oncologists and who were referred for physiotherapy. Consistent with qualitative methodology, the exact sample size and amount of data collected were not determined prior to the study. Initially, approximately 30 patients were invited to participate in the qualitative study. 14 A secondary selection process was conducted in which 1 participant was considered unsuitable for inclusion in the study because she was totally new to physiotherapy, she had no complications except trismus, and she could not reflect her experience sufficiently to give any account of her clinical encounter experience. Sampling was continued until the point of "saturation," that is, the inclusion of new participants did not provide additional information about the study topic. The study commenced in June 2004 and was completed in April 2005.
The study objectives and procedure were explained to each potential participant by the research assistant with an information sheet detailing the study logistics. If a patient agreed to participate in the study, she or he was then invited for a one-time, face-to-face, in-depth audiotaped interview of between 30 and 45 minutes by the first author. The participants were informed that they were free to decide whether or not to join the study and that their refusal would not affect their present or any subsequent treatment. Each interview commenced with questions exploring the participants' experiences of and problems arising from the diagnosis and treatment of NPC. These were followed by questions exploring their expectations of health care service and physiotherapy intervention. Semistructured interviews using a grounded theory approach were conducted. Cantonese was the language medium for the interviews, which began with an explanation of the purpose of the study, followed by assurance of the confidentiality of the interview data. Thirtythree patients in total were invited to participate in the study; 1 patient refused to participate, and 1 verbatim transcript was considered unsuitable for inclusion in the study.
Data collection and analysis were concurrently conducted. The audio recordings of the interviews were transcribed verbatim into Chinese. A code was applied to each interview narrative. Once conceptually similar ideas emerged, they were grouped and related to a higher conceptual level, the category. A coding framework was then developed, and the analysis was an inductive procedure, beginning with a process of extracting narratives and grouping them to identify and link categories within and across subsamples. Categories and concepts were identified from transcripts, and these were compared to those in subsequent transcripts.
Peer review and respondent validation were carried out to ensure the trustworthiness of the study. Two professional bilingual colleagues with qualitative training background were invited to be the independent judges. Peer review consisted of 10 transcripts randomly selected and cross-checked by these 2 professional colleagues who were asked to generate category lists on their own, taking reference to the initial coding list formulated by the authors. The process was completed by comparing the extent of agreement regarding the analysis. The percentage of intercoder agreement was computed as the number of times of coding the coders agreed, divided by the number of possible codings. 15 Seventy-six percent agreement was achieved in the first round of assessment, and it rose to 92% according to the final coding framework after a detailed discussion between the first author and the professional colleagues in the group. Participant validation was adopted by inviting 10 participants to check for the accuracy and the meaning of their transcripts on their scheduled follow-up appointment date. 16 The participants identified no subsequent or new categories, and none of the existing categories was rejected. Table 1 shows the demographic and clinical characteristics of the study participants. In total, there were 18 males and 13 females. The study had a relatively high proportion of female participants in terms of the epidemiology of NPC incidence. The participants were relatively young, with 58% below 50 years old and a mean age of 50.4 years. The majority of participants, 25 out of 31, were married. According to the American Joint Committee on Cancer Nasopharynx Staging classification, 4 participants belonged to stage I and 16 participants to stage II, whereas 9 participants were classified as advanced stage, either stage III or IV. Radiotherapy remained the primary treatment, and 14 (46%) participants had radiotherapy as their sole treatment. Six (19.5%) participants had experienced a recurrence for their cancer, and operative treatment was given to them. The average postradiotherapy completion time ranged from 6 to 151 months, with an average of 64.2 months. Medical conditions such as disease staging and the degree of postradiotherapy complications appeared not to be associated with the well-being state of the individuals.
Results
The participants articulated a varied descriptive world of illness and treatment experience. The following emergent themes provided the framework to present the findings: relationships established in the clinical encounter, therapeutic alliance established between the participants and the health care professionals, and finally the quality of the rehabilitation service provision.
Patient-Clinician Relationship
This salient theme of patient-clinician relationship emerged early in the clinical disclosure of our participants. Three emergent categories were identified within this salient theme, namely, listen to me, affect expression, and equal power status.
Listen to Me
Participants usually brought to their clinicians a full range of difficulties, not just their biomedical problems. When feelings were being attended to, a caring atmosphere would be formed and a positive communication ensued, which was a key factor in modulating the patient-clinician relationship. Positive communication gave health care professionals cues about the services their participants would like to receive, which often contributed to a sense of well-being in the participants. When the participants 26 Integrative Cancer Therapies / Vol. 7, No. 1, March 2008 perceived that their clinicians did not listen to them, the findings showed that they were less tolerant to the service gap between what they expected and what they received in the rehabilitation process. The following opinion echoes the importance of listening to a patient:
And because of the illness, we patients must have a long history and want to talk much. . . . But I think you're very nice if you're willing to listen to me. . . . I feel the pressure is gone. You listen and you know and you get my points.
Expression of Affect
Positive affect was experienced by participants when support, trust, and reassurance were demonstrated in the patient-clinician interaction. On the contrary, the presence of negative affectiveness such as uncaring, inattention to participants' feelings, and an unsympathetic approach was associated with the dissatisfying treatment experiences of the participants. Participants complained when clinicians did not address their feelings and needs. How a message was conveyed often seriously affected the interpretation of the receiver. The following account is very self-explanatory:
The two doctors I mentioned earlier, the first one who told me that I might have NPC showed no interest (in me) at all. The second one said the same thing, but his tone was softer and showed some sympathy. Then he told me how [it] could be treated and what choices there were. . . . The first one was very professional who gave me a pack of medication to try and asked me to go back for a check-up and didn't say anything else.
Equal Power Status
A salient feature expressed by the participants was the unequal power base between clinicians and patients, as exemplified by the following excerpt: Poor patient-clinician rapport led to dissatisfaction with the service, poor adherence to therapy, and even treatment default. On the other hand, when a rapport was established and the patient was granted equal status in the communication, trust, treatment conformance, and appreciation easily ensued. Some participants were very much looking forward to seeing their clinicians and felt they were half-recovered. A positive clinical encounter taught the appropriate coping skills and the relevant advice to the participants who had already struggled with varying degrees of posttreatment complications. The participants' perceived vulnerability to the illness was decreased, and a better sense of life control could then be gained. These were viewed as therapeutic by the participants.
Participation in Therapeutic Alliance
Participation in therapeutic alliance refers to how both health care professionals and participants work together along the rehabilitation journey in goal setting, treatment planning, rehabilitation, and evaluation to bring about a positive treatment outcome. Participants articulated different issues in different phases of rehabilitation, and 3 categories were identified in the process: recovery, a contextualized goal setting that is participant specific; role fulfillment as a treatment motivator; and finally reliance on oneself in rehabilitation. Different participants assumed different roles during their rehabilitation, which ranged in a continuum from being totally passive to totally active. "To rely on doctors" was a common saying reported by our Chinese participants, 11 out of 32, who often perceived the health care professionals, especially doctors, as an authoritative figure in managing their health. Some participants also requested their family members be taught so that they could "totally" depend on family members to take care of them. Yet, it was evident that quite a number of participants preferred to be self-efficacious; they wanted to be active and wished that home exercise programs could be taught and explained properly in specific areas regarding their self management. We observed that there was no standard answer as to which participatory role or consultation style was better; it really depended on the clinical circumstances, and on the clinician's and patient's preferred status in a specific clinical context. The key was to achieve an "agreed" role between the health care provider and the service user instead of an "assumed" role for the participant.
Recovery-A Contextualized Meaning
Setting treatment goals should be carried out early in any rehabilitation intervention, and recovery is often expressed as a treatment goal among the young cancer survivors. The illness explanatory models and health beliefs of individual participants that each patient carried to clinical interaction influenced their treatment expectations and goal setting. On one hand, clinicians needed to identify what their patients' expectations and needs were at an early stage of consultation and involve them in setting goals from the treatment outset. On the other hand, participants should be given a realistic picture of what to expect of the rehabilitation available. It is understandable that in the acute phase of NPC, most participants had descriptions like "I wish I could focus on the recovery and the rest will be sorted out in the future." Our findings, however, indicate that participants had different treatment expectations and did not share a common interpretation of the same word, and this is exemplified by the term recovery. Empirically, they had similar accounts, such as "I didn't want to pass away," "I hope I could survive," and "I wish my NPC could disappear." Recovery meant different things to different individuals: not having symptoms, being able to return to the productive workforce, believing oneself not to be vulnerable, being capable of coping with daily functional demands, being alive longer than the critical 5-year survival period, or being told by their doctor that one was well. Even for the same individual, the findings showed that the treatment goal shifted along the rehabilitation process. Treatment prioritization was dynamic in that the illness experience moved from the foreground into the background as one became "well" or vice versa. 17 It was observed that treatment expectations were dependent on the participants' interpretation and priorities of realities and on what they attached significance in their daily life. In the acute phase of treatment, most of the patients were fixed on their physical symptoms and were concerned about their own mortality. Later when they moved along their rehabilitation continuum, quality-of-life issues became their concern.
Role Fulfillment as a Treatment Motivator
Our findings showed that the majority of our relatively young participants wanted to resume their previous or some form of work roles unless defeated by their complications. Two participants had never stopped working even during their course of radiotherapy. To some participants, being unable to return to work meant a defeat by the illness. So a job appeared more than a job in this sense; it was a career, identification, and a way to find worthiness and hope. A typical participant elaborated that work kept him or her attached to society. The participant's family also felt comforted seeing his or her participation at work. This "positive reinforcement" shaped the participant's sense of responsibility at work, which motivated him or her to a continuing productive life.
Family or significant others formed a strong bond in supporting participants in facing their life challenges. The study participants often mentioned their roles in supporting their spouse or children financially, which drove them to live for the bright future of the family. Regarding the family as the unit of care rather than the individual was often expressed by participants, and therefore involving family members in the rehabilitation process is important.
Self-Reliance
During an acute phase of illness, our participants were less likely to be involved in treatment decisions. They were relatively dependent on their clinicians to suggest and make decisions for them. This was probably because they were less knowledgeable and their focus was more on physical signs than disability, and because survival was of primary importance to them. Therefore, in the acute phase of disease, helping participants to interpret symptoms correctly was crucial in reducing anxiety and uncertainty. Later, as a participant's focus moved toward disability issues and dayto-day matters, some might desire to have more input on their rehabilitation. 17 Engagement in "normal" functional activities or return to a "quality" life became the prime issue for this young cancer population. Through the process of empowerment, the sense of personal control was enhanced and appropriate strategies for self-coping were delivered. Some participants emphasized the importance of empowerment and the need for education to manage their problems. Although they had consulted a doctor, they felt that ultimately they were responsible for their own health. Some participants also reflected that having a 30-minute treatment in the physiotherapy department without selfcontinuing exercise was not enough.
Quality Service Provision
Quality service provision was another salient theme that affected the treatment experiences of our participants, which were related to the treatment content, the mode of treatment delivery, and the operational arrangement of treatment. The data analysis led to 3 categories, namely, value-for-money treatment, putting the patient first, and flexibility of the appointment system.
Value-for-Money Treatment
A quality, value-for-money, and effective treatment was expected, regarded as essential, and highly valued by the participants. The following account clearly demonstrates a participant's reflection on the service: I spend so much time to come . . . and I also pay; $60 isn't small money. In fact, in such an environment, $60 is expensive, especially for half an hour of treatment.
In the eyes of the participants, they demanded a service that reflected what they had paid. The prerequisites for a value-for-money treatment referred to a treatment that could relieve their symptoms, having a competent clinician who could manage their problems effectively, or receiving an appropriate spectrum of care that included education, a self-management program, and home exercises so that patients felt empowered to cope with their problems. When receiving treatment, most participants articulated the concept of patient-centeredness, which is vividly demonstrated in the following themes.
Putting the Patient First
The importance of a holistic treatment program with the whole patient, not just the disease, being taken care of is clearly spelled out, and some participants praised traditional Chinese medicine for its holistic concept. Often our participants expected to meet a clinician who would take care of the various problems they encountered, not just the one mentioned in the physiotherapy referral form. The clinician was expected to be sensitive enough to pick up both verbal and nonverbal cues in his or her assessment, and some participants also expected to be followed up by the treating clinician, who understood their picture and thus maintained continuity of care. Some participants articulated the need of a tailor-made treatment program: Their conditions needed to be assessed and treated accordingly, and sufficient explanation along with adequate professional supervision should be offered so that exercise demonstration and feedback could be given by their clinicians. These salient features can be identified from the following account:
He [the therapist] just taught me how to do the exercise but you don't know if I do it right. . . . As you have too many patients, at least you don't know whether I do it right or well, or if I've done it.
Flexible Appointment System
Regarding the treatment scheduling, some participants explained that they could not attend their rehabilitation appointment because of financial difficulties, work or family commitments, or the limited appointment times, and they requested a non-office hour follow-up arrangement. Some participants articulated that their clinicians did not try to adjust the treatment program to match their needs. In these cases, the participants expected that more self-coping skills would be taught so that they could be helped to cope with their problems accordingly. In a few cases, participants spelled out the need for long-term follow-up. When needs such as a request for a flexible appointment time were unmet, participants' satisfaction with the service was lowered and their evaluation of the service was unduly distorted. On the other hand, when participants' expectations were being met, the meaning of physiotherapy in participants' lives was affirmed, and this is reflected in the following accounts:
Without physiotherapy, I would feel useless. . . . It has strengthened my confidence.
Last year when I came for physio, that was very effective, it taught me how to deal with the problems. . . . At least I knew how to massage after the physiotherapy and I could tell someone how to do it on my shoulder.
Discussion
The study findings mainly refer to a group of "young" and "economically active" Chinese cancer survivors who may have a different perceived vulnerability to illness than other patient groups. Their past experience with physiotherapy, in particular, the clinical interaction with clinicians, their own cultural self-care concept, and their own illness adjustment, may have colored the rehabilitation experiences and influenced participants' treatment expectations by affecting both the interpretation of symptoms and the concept of standard of care. The focus was on the participants' viewpoints and therefore reflected participants' perceptions of the care rather than objective assessment of the appropriateness of clinicians' management. The effect of recall bias in the study was minimized because most of the participants were still receiving physiotherapy when the interviews were undertaken. Furthermore, it seemed possible that the participants might not disclose their negative experiences fully due to concerns about possible involvement of the first author in the therapeutic context. Participants were therefore assured that the researchers would not be involved in the daily care of any of the participants before, after, or during their participation in the study.
Problems exist when patients fail to communicate their distress to clinicians. Consequently, a pressing challenge for clinicians is to create a safe, clinical, and nonjudgmental space for patients in which they can feel comfortable talking about their unique experiences of feeling distressed or diminished by NPC. 18 Our findings suggest that the psychosocial needs of participants are a domain of care frequently neglected by clinicians, including physiotherapists, until recently in Hong Kong. A treatment guide enlisting the multidimensional construct involvement could be designed so as to ensure that appropriate therapeutic domains required in managing patients are covered and delivered. Although a thorough subjective history-taking helps to elicit the goals of care seeking, our findings showed that good communication skills are instrumental to gaining insights in the illness trajectory and the perceived seriousness of the illness, and to understanding the patients' expectations and desires for help. 19, 20 Concurring with other studies, 18,21 good communication skills were highly valued by the participants; in particular, Chinese patients often regard the attitude of health care providers more highly than their professional knowledge and skills. 22 A meaningful clinical encounter is pursued with the patients' expectations communicated and managed: For example, expectation of healing is shown to be a component of a good global quality of life for patients undergoing radiotherapy. 23 Such understanding of patients' health care experiences and expectations of rehabilitation are considered essential prior to the conduct of an effective and patient-focused treatment.
The current findings indicate that the participants' perceptions of their illness and their notions of the appropriate means to cope with their altered physical, functional, and psychological states were influenced by interactions with clinicians. This concurs with the idea that how a clinician behaves has an impact on illness, independent of the diagnostic and therapeutic activities for patient management. 24, 25 Not listening to patients and/or inattention to patients' feelings appears to reflect the paternalistic style adopted by the clinicians, as well as an unequal power base between clinicians and patients. 21 The largely clinician-centered model of clinical interactions deviates from the recent approach advocating a shared or patientcentered model. The concerns raised by the participants underline the relevance of a reframed consultation where the expertise of patients and health care professionals is pooled. 21 Inasmuch as patients understand their own illness and also which treatment works for them most, their own resources were mobilized and they were empowered to take control of their own health.
Participants perceived a quality service when health professionals considered and respected their views and needs rather than routinely prescribing treatments. The study findings spelled out the need for clinicians to meet patients' actual, rather than inferred, needs. Value for treatment cost, putting the patient first, and a flexible followup session were integral elements of patient-centered care as articulated by the participants. The emphasis on attending to the patient holistically and addressing the various physical, psychosocial, and even spiritual domains in the rehabilitation process prevail in the interview disclosures. For example, if a health care professional only asks about physical problems such as pain, and pays little attention to the psychosocial issues in the rehabilitation process, then a participant might assume that only his or her physical problems matter to the clinician. A pretreatment symptom screening questionnaire may serve to initiate the dialogue between a patient and the clinician, and the patient's implicit complaints or needs could be openly discussed at the treatment outset. When the wholeness of patients is concerned, this respects their uniqueness. Essentially, it necessitates a mindset reorientation of clinicians when interacting with their patients. This means understanding how the disease impacts patients' daily lives, providing patients with a multimodal rehabilitation program to suit their specific needs, focusing on a holistic treatment approach, and designing appropriate strategies to help them feel empowered.
Quality care was also perceived when participants were taught to be an active modulator of their own health rather than depending on the health care professional passively. A non-office hour clinical follow-up was frequently requested among the working participants, in that it otherwise would have competed with their work life or other life schedules. Depending on circumstances, clinicians might need to offer flexible follow-up sessions to those participants instead of a rigid appointment schedule or just a discharge from the rehabilitation program. In addition, the current study confirms the value of a continual follow-up experience for cancer survivors who prefer to be monitored longitudinally. 4 The involvement of patients in a nonhierarchical, integrative, and collaborative clinician-patient relationship, beyond a passive role, can help to prevent the patient's care being undermined by misconceptions or misunderstandings about the treatment priorities, expectations, and health beliefs. 26 The incorporation of patients' views in the clinical interaction entails identifying whether the treatment goals, such as the contextualized meaning of recovery, are shared, 17, 27 the patients, needs are met, 28 and patients' evaluations of care are sought. 29 The strong sense of responsibility toward family and work was identified as a treatment motivator for most of our participants. Both work stress and family stress exert effects on psychological well-being for Chinese. 30 A comparison of the striking sense of responsibility at work and the work ethics of Hong Kong Chinese with other cultures deserves further investigation in future studies. Harmony and family consideration is another traditional Chinese belief, [31] [32] [33] and clinicians need to acknowledge this in formulating health care plans for their patients. Involving the patient in outcome evaluation is also increasingly recognized in recent decades. Treatment outcomes are assessed against a set of criteria in relation to what participants expect of the treatment and of the service, which may change depending on the shifting needs of the participants. 34, 35 Hence, the patient's evaluation of treatment prioritization and perceived outcomes needs to be assessed from time to time. Clinicians need to pay attention to and manage patients' expectations by working with them in order to match with their satisfaction or evaluation measures. 36 A treatment program is considered beneficial to NPC patients' recuperation when both the patient's and clinician's perspectives are considered and problems such as quality of life or other health-related significant issues in NPC survivors are made known to and addressed by the health care professionals. 37
Conclusion
Our findings confirm the calls upon clinicians to create a constructive communication and a therapeutic health care interaction with patients. Clinician attributes that are valued by the participants largely reflect traits of patient centeredness in the clinical encounter. A good relationship with health care professionals is a basic need for Chinese patients who seem more ready to express their problems to and follow the advice offered by sincere health care professionals. 22, 32, 33 Our findings highlight the importance of respecting the patient's agenda in clinical practice. Involving family members in the care process as core members of the therapeutic alliance can be seen from our findings as a strong cultural factor operating in Chinese society. When a rehabilitation context is more attuned to the holistic biopsychosocial care, a therapeutic alliance is facilitated, and a quality, personally tailored service is experienced by the participants. To encourage patients to be active/self-efficacious throughout the rehabilitation process should be a priority agenda for the clinicians. As such, patients will be more ready to take up their own responsibilities to care for themselves. This is the first documented study relating the various issues encountered by patients suffering from NPC while receiving rehabilitation service to their perceptions of health care experiences. The findings of this qualitative study contribute to an understanding of the rehabilitation experiences of NPC survivors, in informing the development of a treatment conducive to a therapeutic context from the users' perspective, and in facilitating the prescription of multimodal treatment relevant to the multiple realities of the patients. Clearly, a multifaceted role with clinicians exhibiting diagnostic and therapeutic skills, clinical reasoning and critical appraisal skills, reflective skills, communication shills, interpersonal skills, and educational skills is demanded. 38 This study concludes that a positive patient-clinician interaction, a therapeutic alliance between patients and clinicians, and a patient-centered approach in delivering the treatment to patients have a strong modulating effect on the rehabilitation experiences of patients suffering from NPC.
